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What is Domestic violence? It has been called many names such as wife beating, 
battering, family violence, domestic abuse, and now physical aggression. All refer to abuse 
by one person to another in an intimate relationship. Domestic violence, in the broadest 
sense, refers to any abuse that takes place among people living in the same household; 
however, the term is often used to refer specifically to assaults upon women by male 
partners. 
Domestic violence has a long history. Social systems dating back for centuries have 
condoned, and even encouraged, men’s violence toward their mates. Modem societies are 
no exception. Men continue to abuse the women with whom they are intimate in epidemic 
proportions. According to Flowers (1996) the abuse is sometimes psychological, sometimes 
physical, most times it is both, but is always devastating to the woman who is battered. He 
estimated annual figures for the number of women in the United States who are subjected to 
psychological (mental/emotional) and physical abuse by a male partner range from two to 
four million 
Domestic violence is the big picture, but an entity of domestic violence is physical 
aggression For the purpose of this study, physical aggression is defined as repeated 
physical assault within a context of coercive control. Physical aggression encompasses 
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slapping, hitting, kicking, burning, punching, choking, shoving, beating, throwing things, 
locking out, restraining, and other acts to injure, hurt, endanger, or cause physical pain. 
Depressive symtomatology is the complementing entity for this study in relation to 
Domestic violence, and is defined as depressed mood and emotional disturbance (suicidal 
ideation, low self-esteem, incapability of making sound judgements, and excessive crying as 
a result of major depression). Some victims of domestic violence suffer psychological 
effects, such as depressive symtomatology as a result of being abused. As a result of the 
continuous abuse, domestic violence is rapidly becoming a major health problem (Shea, 
1998). It is most commonly entering the scene of mental health by being linked with major 
depression or depressive symtomatology. 
Operationally, depression is defined as an emotional condition characterized by 
feelings of hopelessness, inadequacy, impaired judgement, sadness etc., and is usually the 
successor of physical aggression or abuse. Christopher Shea, author of "Why Depression 
Strikes More Women than Men,” states that depression is a woman’s disease. Twice the 
number of women as men experience major depression, in which suicide often seems like a 
better alternative than amending or escaping from the situation. These findings hold true 
across different countries and cultures, even when the social definition of depression 
changes (Shea, 1998). 
Statistics have proven that the majority of victims of domestic violence are women. 
In ninety-five percent of domestic violence cases, abusive crimes are committed by men 
against women (Jewish Women International, 1997). According to this committee, there is 
no single profile of a batterer. They come from all age groups, races, religions, socio¬ 
economic levels, and sexual orientations. What they have in common is the need to assert 
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power and control over their partner through abusive patterns of behavior. Some other 
common characteristics of batterers are low self-esteem, adherence to stereotypical gender 
roles, obsession with control, possessiveness and jealousy, inability to express emotions 
other that anger, mood swings between violence and affection, and belief that partner 
provoked the violence. 
The Jewish Women International Committee of 1997 states that violence in the home 
has been tolerated throughout history. Women and children were socially and legally 
considered property. This committee stated that women had no independent rights and 
would be disposed of as chattel. The phrase “rule of thumb” also illustrates the historical 
acceptance of domestic violence. Until the late nineteenth century, it was affirmed by most 
jurisdictions that a man had a right to beat his wife as long as he used a rod no wider than his 
thumb. 
Physical abuse happens when people accept violence as an appropriate response to 
stressful situations. Instead of recognizing and addressing the source of stress, the abuser 
chooses violence. Contrary to popular belief, violence is learned behavior. It is passed from 
generation to generation as a way to resolve conflict. The majority of batterers come from 
abusive homes (Jewish Women International 1997). Children who 
grow up in such homes learn that violence is an effective method of problem solving, and 
uses it as adults in their households to solve problems , therefore the cycle continues. It 
is important to remember that children are also victims of domestic violence, seventy 
percent to eighty-four of batterers also abuse their children. 
The effects of domestic violence are felt far beyond the home. For example, the 
Jewish Women International Committee stated that U S. businesses loose about five 
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billion dollars each year from abuse-related absenteeism, and another one hundred million 
dollars in medical costs. Also, violence in the home contributes to the climate of violence 
in the streets; a majority of criminals who assault strangers are survivors of abusive 
families. Naturally, abuse can cause emotional distress on the victim, therefore, the scope 
of this research is to understand the epidemic so that a plan or a solution can evolve to 
enhance counseling, and raise the self-esteem of battered women. For the purpose of this 
study, Depressive Symtomatology will be correlated with physical aggression. 
Psychological Issues 
Battered women acquire a number of psychological issues as a result of the 
physical aggression that they undergo. Walker (1979) asserts that battered women blame 
themselves for causing their partner’s violence, and consequently leads to depression if 
the violence persists. Similar to the study conducted by Walker, Cascardi and O’Leary 
stated that as the frequency, severity and consequences of physical aggression increases, 
depressive symtomatology increases as well (Cascardi, & O’Leary 1992). 
Domestic Violence cases are often recognized through physical bruises and 
abrasions. However, if a deeper investigation were made it would be noticed that 
psychological manifestations of physical aggression are exemplified through emotional 
damage, such as depression. Studies show that battered women indicate that the emotional 
repercussions are as painful as and most times longer lasting than the physical abuse 
(Ferraro, 1979). In comparing the concept of depression with the criteria used by mental 
health professionals, there is a considerable agreement with the element of the reported 
symptoms of depression that would meet the criteria for clinical depression during a 
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physically abusive relationship, it is concluded that depression is a serious problem in the 
population of battered women (Beauregard, 1994). 
Depressive symptoms can be dysfunctional, potentially life threatening, and 
potentially vulnerability-enhancing for battered women. Suicidal ideation and suicide 
attempts appear to be common among battered women (Sato, 1992). Pagelow ( 1984) 
reports that fifty percent of a battered women sample of two hundred and seventy three had 
contemplated suicide and twenty three percent had attempted suicide. Gayford (1975) found 
that fifty percent of a sample of one hundred battered women had attempted suicide. 
Suicide attempts may be related to the frequency and severity of physical abuse (Straus, 
1987). 
Depressive symptomatology (incapability of making sound decision, swayed 
judgement, low self-esteem) may prevent battered women from accurately assessing the 
precipitant (the batterer) and the presence of danger. There is some evidence suggesting that 
depressed individuals erroneously blame themselves or make internal attributions for events 
beyond their control (Sato, 1992). Depressive symptomatology is difficult state of being of 
battered women and it is the underlying problem in the majority of the dysfunctional 
relationships (Bender 1996). 
There has been convincing research relating to physical abuse and feelings of 
depression. On the basis of past research, it was predicted that abused women would be 
more depressed than non-abused women. Cascardi and O’Leary (1992) reported that as 
the frequency and severity of physical aggression experienced by a group of battered 
women increased, depressive symtomatology yielded a decrease in self-esteem. On the 
basis of Cascardi and O’Leary’s study, comparable results were found by Kemp and 
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others in 1991. Gelles and Harrop’s (1989) also found that depressive symptoms increases 
with the level of husband-to-wife violence, it was predicted that those women with 
histories of more severe abuse would be more depressed than those with histories of less 
severe abuse (Orava, 1996). 
Although physical forms of violence have certainly been more compelling to 
address in research, psychological forms of abuse can also be devastating. Indeed, some 
battered women describe psychological degradation, fear, humiliation as constituting the 
most painful abuse they experienced (Walker, 1984). This type of emotional disturbance 
is seen as having long term debilitating effects on a woman’s self-esteem and depressed 
mood, which in turn diminishes her ability to cope with the abuse. The effects of 
psychological abuse therefore are seen as contributing to the cycle of violence, in which 
the battered woman is trapped (Follingstad, 1990). 
Statement of the Problem 
From a mental health prospective, depression is extremely high among battered 
women. Battering contributes to one-quarter of all suicide attempts by women as a result 
of depressive symptomatology. As depression increases among battered women, so does 
negative self-reinforcement, self-blame, sense of worthlessness and the inability to flee the 
abusive situation. Physical aggression via domestic violence causes a major health risk to 
the women that are battered. It is only through education, and resources that an effective 
solution will come forward. 
While the relationship between physical aggression and death is well studied in 
the literature, the relationship involving a battered woman’s psychological state is often 
7 
overlooked. It is necessary to realize that their depressed moods may be significant 
factors in the causes of death as well. In many situations the women that kill themselves 
due to depression leave children and loved ones behind. It is well documented that 
depressive symptoms of battered women with children often adversely affect the health 
and wellbeing of their children. Therefore, it is imperative that mothers begin to address 
their emotional health needs, so that they may be helped in adjusting to their social role as 
parents and as functional figures in society. 
This study posited a linear relationship between physical aggression and depressive 
symptoms. This study measured the degree of depression as a result of physical aggression. 
This research was designed to first, measure physical aggression quantified by the following 
independent variables: hitting, hair pulling, biting, shoving, punching, kicking, and slapping. 
These variables were correlated with depressive symptomatology (suicidal ideation, low 
self-esteem, excessive crying, impaired judgement) among battered women as a result of the 
physical aggression. The level of depressive symptomatology was measured through a 
series of Likert-type questions. 
The key hypothesis of this study is: 
HO: There is no relationship between physical aggression and depressive 
symptomatology among battered women. 
Which was tested against the alternative: 
HA: There is a positive relationship between physical aggression, and depressive 
symptomatology among battered women. 
This study seeks to answers the following questions: 
(a) Is there a direct relationship between physical aggression and 
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depressive symptoms among battered women? 
(b) Does years of abuse dictate the severity of physical aggression 
among battered women? 
(c) Are women with less education more likely to be involved in a 
battering situation? 
(d) Are employment status and ethnicity indicators of physical 
aggression? 
Significance of the Study 
The findings of the literature review support the contention that a relationship 
exists between physical aggression and depressive symptomatology exhibited by battered 
women. During the past decade, it has become abundantly clear that depression among 
battered women is one of the most common mental disorders that is seen and treated by 
primary care physicians (Olfson, 1992). Those individuals that suffer from depression 
are impaired to an extent that is comparable to or greater than patients with other chronic 
conditions (Olfson, 1992). It is imperative to recognize the dimensions of depression 
because it is through the impairment that depression causes that results in low self-esteem, 
suicidal ideation, excessive crying, and depressed moods that sway the judgement of 
battered women (Olfson, 1992). One major feeling that falls under depression is the state 
of “learned helplessness” that battered women experience as a result of repeated beatings. 
It is hypothesized that if the depressive symptoms are alleviated along with the 
physical aggression (while at these safe houses), then the feelings of helplessness will be 
mediated, low self-esteem will be heightened, and confidence will be restored. 
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Additional research is needed in order to understand and redirect the lives of battered 
women. 
The rate or incidence of battered women is increasing as well as the number of 
suicides. Research needs to be conducted to study the emotional state of battered women, 
and to then provide them with some kind of intervention to help brighten their emotional 
state and to eventually dissuade the epidemic of domestic violence. If the emotional state 
(depressive symptomatology) of battered women is continually ignored or overlooked, the 
risk of them becoming socially dysfunctional is inevitable. 
Patterns of low self-esteem, depressed mood, denial, absenteeism from work, 
hospital visits, and mental health issues will be repeated if a solution is not provided In 
an effort to further the body of knowledge, this study examined the relationship between 
physical aggression and depressive symtomatology, as well as examined the absence of 
physical aggression, on depressive symptoms. 
Methodology 
The setting for this study was at a battered women’s shelter in Atlanta, under the 
auspices of the Partnership Against Domestic Violence in Atlanta, Georgia. The Partnership 
Against Domestic Violence is a non-profit organization that provides shelter, support 
groups, housing and employment opportunities to battered women. The group was held in 
the upstairs sitting room at the shelter, where they were having their weekly support group. 
The group consisted of eight to ten members in each setting. The data were collected every 
Monday and Wednesday from October to December 1998. The battered women’s shelter in 
Gwinnett County was selected as an alternative site. 
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The population of interest for this study is battered women residing in the United 
States in 1998. The population of this study consisted of battered women who lived in a 
battered woman’s shelter in Metro Atlanta, Georgia. 
The sampling frame was obtained from PADV’s shelter where the officiai 
individual assessment charts indicated that these were battered women and suffered from 
depression as it pertained to the physical aggression they encountered in their battering 
relationships. The sample was representative because all participants were female, 
battered, and depressed. Based on the agency demographics, ninety percent of the study 
population was African American and the remaining ten percent were Caucasian and 
Latino. All members of this group spoke English fluently. 
Data for this study were collected by using two measures: 1) the Individual 
Assessment Instrument (IAI), and 2) the King Depressive-Aggression Inventory (KDAI). 
The IAI is a document composed by the shelter that contains demographics, background 
information and information relating to the battering situation (severity of abuse, batterer’s 
profile, first, worst and most recent incident of abuse). The individual assessments stated 
that the participants were depressed and battered. 
The King Depressive-Aggression Inventory (KDAI) was also used to collect the 
data. The KDAI is a twenty-four item scale that is a self-report measure of depression and 
physical aggression. It assesses cognitive and behavioral depressive symptomatology. 
The KDAI merits responses on a Likert-type scale (yielding four responses - from 1 to 4). 
The breakdown of the responses is as follows: 1=0-1 time in a one week period, 2 = 2- 
3 times in a one week period, 3 = 4-5 times in a one week period, and 4 = 6 or more times 
in a one week period. The twenty-four questions are divided into two sections: the first 
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twelve questions are related to depressive symptomatology and the remaining twelve 
are related to physical aggression. 
The group of questions that received the highest number determined the level of 
depression in that particular participant. In the second part of the KDAI, the first four 
questions entailed questions that described low levels of physical aggression, the next 
four were moderate levels of physical aggression, and the last four were severe levels of 
physical aggression. The Likert type responses indicated the frequency of these events. 
A Post test only non-experimental design was used for this study. 
In notational form, the design can be depicted as: 
X O 
Where: 
X = the battering experience 
O = the measures (The Individual Assessment Inventory and The King Depressive- 
Aggression Inventory) 
All participants were measured at the end of their women’s support group at a battered 
woman’s shelter in Atlanta, Georgia. This type of Post-test only non-experimental design, 
is not generally strong in internal validity. However, it rules out the threat of over testing, 
and false pretenses due the nature of the setting and instrument. The women’s counselor 
was on site to monitor the participants to alleviate, or reassure subjects if any discomfort 
should arise. There were no reports of negative feelings from the participants in this 
regard. 
There are a few possible threats to validity in this study. For the setting, a possible 
threat to validity was that only one site was used for data collection. Also, the measure 
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was a new design and was not exhaustive; therefore, high reliability and validity 
could not be established. In the procedures section participants were not eager to 
participate possibly because no incentive was given to them. For the design, a pre-post 
design could have yielded more significant results. However, this design was not used 
because the data was not accessible (the measurement of depression before abuse). 
Overall, this study can be considered strong with respect to internal validity. 
This study was conducted from October 1998 to December 1998. The files of 
these battered women contained their individual assessments stating that they were 
depressed and battered. The sampling frame was taken from this population of depressed 
battered women living in a battered woman’s shelter. The measure, the King Depressive- 
Aggression Inventory (KDAI) was given to participants at the end of their women’s 
support group. The inventory took approximately thirty minutes to complete. In this 
group meeting the residents were informed of the study and how their participation would 
help themselves as well as other battered women. Prior to the distribution of the surveys, 
the participants were given the informed consent form stating that their participation was 
voluntary, the approximate length of the survey, a contact number and person if needed, 
followed by a signature request of the participant. The participants were also told that 
their responses to the questions were strictly confidential. 
The King Depressive-Aggression Inventory was geared to evaluate the levels of 
depressive symptoms associated with the frequency and severity of physical aggression. 
The twenty-four item questionnaire asked certain questions which indicated those levels. 
After retrieving the inventories, the responses were tallied and the processing of the results 
began. The findings of the KDAI were correlated with the frequency and severity of 
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physical aggression and depression among battered women. 
In analyzing the data, a Bivariate Correlation Procedure was used. This statistical 
test was the most appropriate test for identifying the significant relationships between 
depressive symptoms and physical aggression. This type of test is for data that are ranked 
on an ordinal level with a Likert-type scale, which coincided with the confines of this 
study. 
Summary 
Chapter One, the Introduction chapter consisted of an overview of the research 
problem and gave some indication of why the problem is worth exploring and/or what 
contribution the study is apt to make to theory and practice. This chapter also provided a 
general definition of domestic violence and gave an abridged literature review to explain 
the rationale for the research. 
Chapter Two is the lengthiest section of this research paper. This section provides 
a context for the study and demonstrates its importance and the appropriate timing. This 
chapter clarifies the relationship between the proposed study, the actual study, and the 
previous work conducted on the topic. This chapter will also discuss the psychological 
issues associated with domestic violence. 
Chapter Three is the Method section, and it describes the exact steps that are taken 
to address the hypothesis and the research questions. The goal of this chapter is to provide 
a clear and complete description of the specific steps that were followed. 
The steps are described in sufficient detail to permit the replication of the study. 
Chapter Four is the Results section. The purpose of this chapter is to present the 
findings as clearly as possible. This section contains the facts exhibited by tables, figures, 
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transcripts, summaries and statistical recordings. 
Chapter Five, is the Discussion section and its purpose is to move beyond the data 
and facts of the Results section, and apply theoretical detail. It entails an overview of the 
significant findings of the study, the implications of the study, recommendations for 
further research, a careful examination of findings that fail or support the hypothesis and 
limitations and delimitations of the study that may affect the validity or the reliability of 
the results. 
Chapter Six, the final chapter, is the Implications of Social Work Practice section. 
This section provides a summarization of the research paper and brings the concept to a 
complete thought. It also states how this research study can be applied to the field of 
Social Work. 
CHAPTER TWO 
REVIEW OF LITERATURE 
Domestic violence is a complex phenomenon that has been investigated from 
many perspectives to determine its causes and related factors. What has not been 
considered in detail to date, is the role that emotional disturbance may have in physically 
abusive relationships. Some authors have reported that emotional disturbance coexists 
with physical abuse which would support the idea that emotional disturbance is an 
important element in abusive relationships. 
Physical abuse is often studied and has been replicated for years, but the 
psychological issues termed as Depressive Symptomatology has somewhat been 
overlooked. On the contrary, some studies exhibit the effects of physical aggression on 
depressive symptomatology and were used for the purposes of this study. The following 
chapter defines the terms depressive symptomatology, physical aggression and 
corroborates and/or substantiates the hypothesis of this study through past studies or issues 
related to depressive symptoms and physical aggression among battered women. 
This research indicated that there is a significant relationship between depressive 
symptomatology and physical aggression among battered women. Some other concepts 
covered in this chapter are the internal issues associated with battered women, 
dysfunctional and psychological consequences, the effects on children of battered women 
and the different types of abuse. This chapter will conclude with a section on the 
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limitations of the literature and will explain how the hypothesis was formulated. 
Domestic violence cases are often recognized through physical bruises and 
abrasions. However, if a deeper investigation were made it would be noticed that 
psychological manifestations of physical aggression are exemplified through emotional 
damage, such as depressive symptomatology. Studies show that battered women indicate 
that the emotional repercussions are as painful as and most times longer lasting than the 
physical abuse (Ferraro, 1979). 
In comparing the concept of depressive symptomatology with the criteria used by 
mental health professionals, there is a considerable agreement with the element of physical 
aggression among battered women and their descriptions of depression. With the reported 
symptoms of depression that would meet the criteria for clinical depression during a 
physically abusive relationship, it is concluded that depression is a serious problem in the 
population of battered women (Beauregard, 1994). 
Recently, investigators in the area of domestic violence have been discussing the 
physical and psychological symptoms that are exhibited by battered women (Walker, 
1984). Obviously, physical symptoms would occur in light of the injuries in which many 
battered women incur. However, other psychological symptoms have been postulated as 
being present as well (Walker, 1979). In addition to these physical problems, depressive 
symptoms have also been reported by battered women. Some suggest that the depressive 
symptoms are a reaction to the abuse (Follingstad, 1980; Walker 1984). Since there is a 
consensus that traumas are most likely to produce depressive symptoms, even in normal 
persons, it is easy to postulate that battered women who undergo repeated victimization 
would be likely to evidence psychological symptoms over time (Follingstad, 1991). 
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Dysfunctional Characteristics of Depression 
Battered women acquire a number of internal issues as a result of the physical 
aggression that they undergo. Walker ( 1979) asserts that battered women blame 
themselves for causing their partner’s violence, and consequently leads to depression if 
the violence persists. Similar to the study conducted by Walker, Cascardi stated that as 
the frequency, severity and consequences of physical aggression increases, depressive 
symptomatology increases as well (Cascardi, 1992). 
The prevalence of depressive symptoms in the population of battered women 
populations is high enough to suggest that they are at high risk for depression (McLeer, et 
al 1988). Analyses of research indicated that increased levels of violence were highly 
related to severe depressive symptoms. High levels of violence have a direct effect upon 
the functioning of battered women through depression and low self-esteem (Mitchell, 
1982). In regards to the presence of depressive symptoms in battered women, it appears 
that battered women, like other victimized populations, are at risk for depression. Prescott 
and Letko (1977), using an unspecified self-report measure, found that out of forty 
battered women, seventy five percent were depressed. Similarly, Rounsaville and Lifton 
(1983) using the Center for Epidemiological Studies Depression Scale (CES-D) to 
measure depression in thirty-one battered women found that eighty percent of the women 
are depressed (Sato, 1992). 
Depressive symptoms can be dysfunctional, potentially life threatening, and 
potentially vulnerability-enhancing for battered women. Suicidal ideation and suicide 
attempts appear to be common among battered women (Sato, 1992). Pagelow (1984) 
reports that fifty percent of a battered women sample of two hundred and seventy three 
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had contemplated suicide and twenty-three percent had attempted suicide. Gayford 
(1975) found that fifty percent of a sample of one hundred battered women had attempted 
suicide. Suicide attempts may be related to the frequency and severity of battering (Straus, 
1987). 
Different Forms of Abuse 
Although physical forms of violence have certainly been more compelling to 
address in research, psychological forms of abuse can be just as deadly and devastating. 
Indeed, some battered women describe psychological degradation, fear, and humiliation 
as constituting the most painful abuse they experienced (Walker, 1984). This type of 
emotional disturbance is seen as having long term debilitating effects on a woman's 
self-esteem and depressed mood, which in turn diminishes her ability to cope with the 
abuse. The effects of psychological abuse therefore are seen as contributing to the cycle 
of violence, in which battered women are trapped (Follingstad, 1990). 
Psychological abuse may target perceptions, thoughts, feelings or behaviors. This 
type of abuse may profoundly affect how a woman views herself, partner, relationship and 
others. Damaging messages may be conveyed through specific words, tone of voice, 
facial expressions, and gestures that may, or may not, be recognized as abusive by an 
observer or the target of the message. By its very nature, psychological abuse has the 
potential to undermine a woman’s sense of self in all domains of her life, and ultimately 
may undermine her health. 
This is where depressive symptoms enter and swayed judgement becomes visible. 
It is at this point when battered women find it difficult to assess when fleeing the situation 
is most appropriate. Therefore, it is likely that different types of psychological abuse 
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mediate the effects of violence and physical aggression. Further, particular combinations 
of types of psychological abuse are likely to progress to physical aggression (Marshall, 
1996). 
It is safe to conclude that physical and psychological abuse is contingent upon 
another, and the effects of physical aggression have a major impact on psychological 
aggression (depressive symptomatology). The effects are detrimental and devastating to the 
battered woman. Battered women are described in the literature as having low self-esteem 
and negative self-images. Consequent feelings of helplessness, powerlessness, fear and 
inadequacy are experiences of shame and self-contempt (Okun, 1996). Family or domestic 
violence that includes physical aggression is associated with psychological trauma in 
battered women. Battered women often suffer from depression symptoms as a result of 
physical aggression. 
None of these findings necessarily reflect factors predisposing the women to 
becoming battered. All of the results may solely reflect the psychological effects of 
battering upon the victim (Okun, 1996). There are two kinds of abuse or may even be 
three types. There was (1) the verbal abuse of name-calling and accusing, (2) the 
complete tear down of the ego or personality and lastly was (3) the physical, the actual 
hitting. All three kinds of abuse are coupled together to make one devastating situation 
for the battered women. 
Low self-esteem falls under the definition of depressive symptomatology and 
battered women also experience related feelings of worthlessness, humiliation, 
powerlessness, helplessness, self-blame and shame. Their shame is a major obstacle in 
seeking any intervention. An indifferent, critical or even hostile social environment 
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often reinforces the hesitation. Fear, paralyzing terror and anxiety seem to be among the 
most emotional experiences among battered women. Victims of woman abuse are often 
immobilized by their fear of the batterer. This fear can literally petrify the women and 
adds to the inability to resist an attack or retaliate (Okun, 1996). 
Characteristics of Abused Women 
Research on the attributions made by victims of crimes suggests that they tend to 
blame themselves for their victimization, and as a result, are suffering with depressive 
symptomatology. Self-blame and depressive symptomatology are believed to influence 
coping skills and adjustment of victims, making it difficult to gain control over perceptions, 
thoughts and behaviors (Cascardi, 1992). This is why it is extremely difficult for battered 
women to rise above the depressive symptoms and flee from their battering situations. This 
also exemplifies their inability to make rational decisions because of their acquired feelings 
of hopelessness. 
Also, in clinical accounts of physical victimization it has been stated that there is a 
link between depressive symptoms and physical victimization, (aggression), and most 
battered women have been reported to suffer from depression (Walker, 1984). 
It has been hypothesized that women who blame themselves for their physical abuse will 
become depressed (Cascardi, 1992). 
Depressive symptomatology (incapability of making sound decisions, swayed 
judgement, low self-esteem) may prevent battered women from accurately assessing the 
precipitant (the batterer) and the presence of danger. There is some evidence suggesting 
that depressed individuals erroneously blame themselves or make internal attributions for 
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events beyond their control (Sato, 1992). It has been stated that depressive symptom¬ 
atology of women is the underlying problem in the majority of the dysfunctional 
relationships (Bender 1996). 
It is hypothesized that environmental variables, such as degree of punishment in 
the form of frequency of physical battering, would likely be associated with depressive 
symptoms. Battering, a punishing environmental condition, is positively correlated with 
depression and therefore was likely to explain the existence of depressive symptoms 
(Mitchell, 1982). Several investigations have suggested that low self-esteem is a 
characteristic of depressive symtomatology and that these depressed moods have had a 
major impact on mental health. For example, Feraro found that experiencing physical 
abuse contributed to long-term detrimental effects on women’s self-esteem and depressive 
mood (Feraro, 1979). 
Overall, the association between physical aggression and low self-esteem (also 
stated as depressive symptomatology) appears to be well documented and therefore, yield 
findings that increased physical aggression is related to lowered self-esteem, or the increase 
of depressive symptoms (Aguilar, 1994). Research on domestic violence suggests that 
women who are victims of abuse experience a constellation of adverse mental health effects. 
Walker (1979) posited a battered woman syndrome characterized by low self-esteem and 
depressed mood (depressive symptomatology), guilt, denial, belief in traditional sex roles 
and severe stress. 
More recently, Ledig (1992) described a pattern of psychological consequences of 
abuse that includes chronic depression and low self-esteem (depressive symptomatology), 
stigma and guilt. Conclusions from these and other studies point to depression as perhaps 
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the most common psychological sequel of physical aggression. Self-esteem and 
depression has been reviewed in many studies in relation to battered women. An index of 
abuse frequency and severity was obtained for psychological and physical abuse, and this 
index and other factors were used to predict psychological symptoms (Tuel, 1998). 
There has been convincing research relating to physical abuse and feelings of 
depression. On the basis of past research, it was predicted that abused women would be 
more depressed than non-abused women. Cascardi and O’Leary (1992) reported that as 
the frequency and severity of physical aggression experienced by a group of battered 
women increased, depressive symptomatology yielded a decrease in self-esteem. 
On the basis of Cascardi and O’Leary’s study, comparable results were found by 
Kemp and others in 1991. Gelles and Harrop’s ( 1989) also found that depressive 
symptoms increases with the level of husband-to-wife violence and, it was predicted that 
those women with histories of more severe abuse would be more depressed than those 
with histories of less severe abuse (Orava, 1996). 
Recent statistics indicate that one-quarter of women have been victims of violence 
by a male partner (Orava, 1996). Symptoms of depression, swayed judgement, anger, low 
self-esteem and perceptions of powerlessness have been reported in studies of abused 
women. A comprehensive understanding of the psychological factors afflicted by the 
abusive experience of the battering can be used to assist therapists in helping women 
extricate themselves from abusive relationships and recover from the adverse effects. 
This is important because prolonged exposure to abuse can lead to more serious 
conditions (Orava, 1996). For example, personal power is a construct representing a 
person’s belief that he or she can effect change in social conditions. 
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In a study conducted by Orava in 1996, less internal orientations of abused women were 
found, and battered women conveyed less personal power than non-abused women. 
Orava also stated that women who experienced more severe abusive situations would 
feel less personal power than those who experienced less severe abuse would. 
Low self-esteem has been recognized by many as a common characteristic of 
women in abusive relationships. Battered women are often described as having very low 
self-esteem and as feeling powerless to change their situation. Women with low self¬ 
esteem that may be likely targets for battering relationships (that reinforce low self¬ 
esteem) and may find it difficult to leave an abusive relationships (Aguilar, 1994). 
In addition to the lack of personal power and low self-esteem, emotional 
dependency is another factor of domestic violence that adds to depressive 
symptomatology among battered women. Often, they do not have the self-assurance or 
practical skills necessary to live apart from their partners as a result of their “learned 
helplessness and they also feel that they deserve the abuse. They have conflicting feelings 
of love, loyalty, guilt, and fear of being alone (Jewish Women International, 1997). 
Physical aggression and its effect on battered women has been the subject of 
numerous investigations. As early as 1979, there was the suggestion that exposure to 
violence within an abusive relationship produced a cognitive set resembling “learned 
hopelessness” (Walker, 1979). Others have noted that this type of mental environment 
often is associated with low self-esteem, increased depression, and poorer coping skills. 
Research with battered women has revealed that physically abused women 
perceive their lives as more controlled by external factors than to the predictability of the 
physical abuse. There is a consensus among researchers and clinicians that have worked 
24 
with physically abused women that there are psychological consequences (e g. depressive 
symptoms) associated with physical abuse (Aguilar, 1994). 
Recent years has seen a greater emphasis placed on another form of woman 
battering that is just as detrimental to the women’s health and wellbeing as physical abuse: 
psychological or emotional abuse (depressive symptomatology). In a study of physical 
and psychological coerciveness, Walker found that both forms of abuse were present in 
assaultive couples and cannot be separated (Bender, 1996). 
A relationship in which one partner attempts to control the behavior of another 
may be damaging to the self-esteem of the individual experiencing these social and 
personal constraints. Such a situation may also lead to the “learned hopelessness” described 
by Walker in his 1984 work. Engendering self-esteem and encouraging a sense of control 
might be emphasized in the treatment and assistance of women who are attempting to leave 
or cope with a controlling partner (Aguilar, 1994). 
Miller and Porter (1983) investigated self-blame of battered women in a shelter 
sample. They suggested that as violence increased in severity and violent incidents 
occurred more frequently, partner blame would increase and women would blame 
themselves for the severity of violence that increased (Cascardi and O’Leary, 1992) 
Mitchell also found that increased battering, low social support and an avoiding 
coping style (defined as avoidance, denial, or tension reduction) were associated with 
depressive symptomatology in sixty battered women (Sato and Helby, 1992). Women in 
physically violent relationships were characterized by higher rates of depressive symptoms 
and lower self- esteem than women with non-abusive partners. A link was established 
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between low self-esteem, self blame, physical aggression and overall depressive 
symptomatology (Aguilar, 1994). 
Abused women reported significantly more depressive symptomatology than the 
control group of women, supporting previous reports. Having a history of experiencing 
abuse appears to have had an enormous impact on the battered woman’s feelings of 
depression. As Cascardi and O’Leary also concluded, depression increases as the 
frequency and severity of abuse increases. Depression clearly relates to the experience 
of domestic violence (Orava, 1996). 
While most experts agree that the battering of women has reached epidemic 
proportions, researchers have found that women actually reporting this occurrence is far 
less frequent. A recent study estimated that only one out of every two hundred and seventy 
incidents of wife abuse is ever reported to law enforcement. In a study of female victims 
of battering, Denver psychologist Lenore Walker, who has done extensive research on the 
subject and authored several books on family violence, indicated that less than ten percent 
ever reported serious violence to the police. The severe underreported of domestically 
violated women can generally be attributed to the following reasons: low self-esteem, 
shame, denial, and in most cases severe depressive symptomatology or swayed judgements 
(Bender, 1996). 
Battered women exhibit various personality variables that generally stem from 
depression after some kind of physical abuse has occurred. A battery of psychological 
measures was administered to a sample of fifty-seven battered women. As a group, these 
women were solidly normal for most of the personality variables that were measured. 
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Where they diverged from the norms are as follows: they were more shy, reserved, and 
introverted, with a higher than average tendency towards social withdrawal. They were 
abnormally low in ego strength, while they were abnormally high in self-sufficiency, 
tension, frustration, impulsivity, and in persecutory feelings. 
In terms of psychiatric symptomatology, synonymous with depressive 
symptomatology, battered women resemble cases of agitated depression. As a result of 
continued depressive symptoms, battered women often manifest psychosomatic 
symptoms such as backaches, headaches and digestive problems. The battered women 
may appear to have aged prematurely. Often there will be fatigue, restlessness, suffering 
from insomnia or exhibit a loss of appetite. Great amounts of anxiety, guilt, and depression 
or dysphoria are typical. Too often their disorders are treated strictly as biochemically or 
intrapsychically based. It is imperative for physicians, therapists, and other helpers to 
inquire about the possibility of battering when they see a women who is 
married, cohabiting or similarly involved with a man, and who also appears to be suffering 
from agitated depression, anxiety neurosis, a psychosomatic illness or similar 
problems. 
These facts make it evident that depressive symptomatology not only causes sadness 
but it causes psychosomatic effects as well. Furthermore, domestic violence entails a vast 
and diverse amount of symptoms and dilemmas for battered women. 
Women are taught by our culture to invest their identities in their relationships or marriages. 
Women are taught also to take major responsibility for the success or failure of the 
relationships. They look toward their partner’s and children’s needs, not their own, 
to set life’s goals. As practitioners, the main task is to help battered women develop 
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positive personal and emotional resources. Healing from the effects of violence can be 
facilitated by using the end of the relationship to help the battered woman define herself 
first as a woman, and then as a mother (Peled, 1995). 
Involvement of Children in Domestic Violence 
Domestic violence is indeed a cruel epidemic to the people that are engaged in the 
devastating situations. However, these situations become even more devastating when the 
trails of horror trickle down to the children of battered individuals. As a result of 
witnessing abuse, many questions have been posed concerning how family violence affect 
a child’s development. Children who are subjected to physical abuse are more likely than 
other children to evidence depressive symptomatology and depressive disorders. They 
often convey problems in a wide range of areas, including physical aggression, social 
competence, attachment and behavioral problems (Martin, 1995). 
Other research has examined how children’s witnessing of violence between adult 
members of the family affects their overall well being. Children from abusive homes 
characterized by high levels of violence between adults have also been found to 
demonstrate high levels of psychological distress, and other emotional problems. 
Recent studies indicate that as many as eighty percent of the cases of battering 
have gone undiagnosed because of the more privileged environment in which they occur. 
Women of every age, race, ethnicity and social class are being battered by their husbands 
and lovers. What these women have in common is a low self-esteem that is usually 
related to repeated victimization. For some victims, this characteristic is limited only to 
their relationship with men, for others low self-esteem pervades their entire existence. 
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Battered women typically view themselves, and all women, as inferior to men, having a 
tendency to cope with anger through denial, or turning inward, and suffering greatly from 
depression, psychosomatic illnesses and feelings of guilt (Bender, 1996). 
The purpose of this study was to determine correlates of depressive symptoms 
among battered women with physical aggression. All battered women share a common 
environmental experience, most battered women report major depression (Sato and Helby, 
1992). Also, there is not a known record of a battering relationship free from the 
linkage of emotional disturbance (depressive symptomatology) in addition to physical 
aggression. It seems safe to conclude based on the presented research that there is a high 
level of significance between physical aggression and depressive symptomatology. 
Limitations in the Literature 
The research that was collected excluded, or did not target, a number of factors 
that may be related to physical aggression and depressive symptoms, which in turn may 
be considered limitations to the literature. First, the research collected did not yield much 
information regarding ethnicity (Cascardi & O’Leary, 1992). The samples selected for 
this study were very diverse and inclusive of all races; therefore, equally proportioned in 
regards to race. The educational level was also not a focal point of this research (Orava, 
1996). It was not stated whether the lack or abundance of education is associated with 
abusive situations. 
Another factor that has been mentioned but only on a small scale and was not 
deeply examined, is the length of abuse on the severity of depression (Follingstad, 1990). 
For example, is depression greater depending on the length of the abusive relationship? 
29 
Lastly, the position that employment status plays in abusive relationships was not 
broadly or concretely explored. Are the majority of the battered population unemployed, 
or are they working individuals in society? These are some limitations in regards to the 
literature collected. This limitation further clarifies and delineates this study from the 
others. 
This current study included demographic questions that requests information 
regarding age, race, years of abuse, educational level and employment status to determine 
if these factors contribute to, or further explain, how depressive symptoms tie in with 
physical aggression via domestic violence. The hypothesis of this study is that there is a 
significant relationship between depressive symptomatology and physical aggression among 
battered women. It also yields information regarding the level of depressive 
symptomatology after being away or out of the battering situation (away from the 
abuser/batterer). 
The following section, the Methodology Chapter, will describe how the study was 
conducted and will present information on the, setting, sample instrumentation design, 
procedures and the analysis of the data. 
CHAPTER THREE 
METHODOLOGY 
The Methodology chapter is broken down into the following subsections: Setting, 
Sample, Instruments/Measures, Design, Procedures, and Analysis of Data. This chapter 
will state the organization of this study. It will also state the setting; where the study took 
place, the sample; who was considered, and the instrument; its reliability, its purpose and 
what its scope of measurement is. The design will be stated and discussed In the 
procedures subsection the reader will understand the steps that were taken to collect the 
data and information of this study. Lastly, there is the analysis of data subsection, which 
states the type of research design that was used. 
Setting 
The setting for this study was at a battered women’s shelter in Atlanta, under the 
auspices of the Partnership Against Domestic Violence in Atlanta, Georgia. The 
Partnership Against Domestic Violence is non-profit organization that provides shelter, 
support groups, housing and employment opportunities to battered women This non¬ 
profit organization provides a sixty-bed facility to battered women in crisis situations. 
This study was conducted at this facility in their weekly women’s support group. In these 
group meetings the women discuss issues involving self-esteem, self worth, and self-love. 
They perform activities such as writing letters (that aren’t actually mailed) to their 
batterers purposed to release their hurt, pain and sadness caused by the ordeal. The 
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facilitator of the group possesses a Master of Social Work degree and holds the title of 
Women’s Counselor. The meeting was held in the upstairs sitting room (second floor) 
where participants were gathered in a circle, discussing feelings, reading poems and 
finding suitable alternatives for their lives. 
The room had medium lighting, was well ventilated (ceiling fans and opened 
windows), and handouts of the discussion were on the tables. Each group consisted of 
eight to ten people. The battered women’s shelter in Gwinnett County was selected as an 
alternate site. 
Sample 
The population of interest for this study was battered women residing in the United 
States in 1998. The sample for this study consisted of battered women who lived in a 
battered woman’s shelter in Metro Atlanta, Georgia To be eligible to participate in this 
study the women had to: 1) be battered, 2) reside at a safe house, 3) be over eighteen, and 
4) suffer from depression. The sampling frame was obtained from official individual 
assessment charts that indicated these were battered women that suffered from depression 
as it pertained to the physical aggression they encountered in their abusive relationships. 
A systematic random sample was taken totaling forty battered and depressed 
women. Every third chart was selected for this study of those battered women that were 
depressed. The sample was representative because all participants were female, battered 
and depressed. Based on the agency’s demographics, ninety percent of the study 
population was African American and the remaining ten percent were Caucasian and 
Latino. All participants spoke English fluently. 
32 
Instrument/ Measure 
Data for this study were collected using two measures: 1) the Individual 
Assessment Inventory (LAI), and 2) the King Depressive-Aggression Inventory (KDAI). 
The individual assessments stated that the participants were depressed and battered. The 
IAI was a five-page document that gave background information, demographics, and 
information relating to the battering situation (severity of abuse, batterer’s profile, first, 
worst, and most recent incident of abuse). The Individual Assessment Inventories are 
documents that could not be released from the shelter, therefore, they were reviewed on 
the premises to eliminate the risk of breaching confidentiality. An agency staff person, 
or a MSW intern filled out all individual assessments. These IAI’s (done by interns) were 
reviewed by a Licensed Clinical Social Worker prior to this study. The IAI was used to 
randomly select and assign battered women that were depressed to the sample. 
The King Depressive-Aggression Inventory (KDAI) was also used to collect the 
data (See Appendix A). The KDAI is a newly designed instrument that was intended to 
measure severity and frequency of depressive symptomatology and physical aggression. 
The KDAI is a twenty-four item scale that is a self-report measure of depression and 
physical aggression. It assesses cognitive and behavioral depressive symtomatology. 
The KDAI merits responses on a Likert-type scale (yielding four responses from 
1 to 4). The breakdown of the responses are as follows: 1=0-1 times in a one week 
period, 2 = 2-3 times in a one week period, 3=4-5 times in a one week period, and 
4 = 6 or more times in a one week period. The twenty-four questions are divided into two 
sections: the first twelve questions are related to depressive symtomatology and the 
remaining twelve are related to physical aggression. 
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For the tallying of responses, the instrument was divided again to determine the 
levels of depression and the severity and frequency of physical aggression and depressive 
symptoms. For instance, the first four questions in part one were characterized as 
questions dealing with low depression, the next four questions were moderate depression, 
and the last four was severe depression. The group of questions that received the highest 
number determined the level of depression in that particular participant. 
In part two, the first four questions entailed questions that described low levels of 
physical aggression, the next four were moderate levels of physical aggression, and the 
last four was severe levels of physical aggression. The Likert-type responses indicated the 
frequency of these events. This KDAI also asked demographic questions, and a question 
that examined the level of depression away from the battering situation. 
Design 
A Post-test only non-experimental design was used for this study. In notational 
form, the design can be depicted as: 
X O 
Where: 
X = the battering experience 
O = the measure (The Individual Assessment Inventory and The King Depressive- 
Aggression Inventory) 
All participants were measured at the end of their women’s support group at a battered 
woman’s shelter in Atlanta, Georgia. This type of Post-test only non-experimental design is 
not generally strong in internal validity. However, it rules out the threat of over testing, 
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and false pretenses due the nature of the setting and instrument. The women’s counselor 
was available to alleviate or reassure subjects if any discomfort should arise. However, 
there were no reports of negative feelings from the participants in this regard. 
There are a few possible threats to validity in this study. For the setting, a possible 
threat to validity was that only one site was used for data collection, which could have 
presented some biases to the results. Also, the measure was a new design and was not 
exhaustive and therefore high reliability and validity could not be established. In the 
procedures section participants were not eager to participate possibly because no incentive 
was given to them. For the design, a pre-post design could yield more significant results. 
However, a pre-post test design was not used because the data were not accessible 
(the measurement of depression before abuse). Overall, this study can be considered 
strong with respect to internal validity. 
Procedures 
This study was conducted from October 1998 to December 1998. The files of 
these battered women contained their individual assessment and stated that they were 
depressed and battered. The sampling frame was taken from this population of depressed 
and battered women living in a battered woman’s shelter. The participants were systema¬ 
tically assigned for this study. 
This assignment was achieved by taking the third name from a list of residents that 
stated they were battered and depressed on their individual assessments. This process 
gave all residents (that were depressed and battered) an equal opportunity to be selected 
for this study. The participants were given one of two instruments used for this study. 
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The King Depressive-Aggression Inventory (KDAI) was given to participants at the end 
of their women’s support group. 
The IAI was for criteria selection purposes only. Prior to the distribution of the 
instruments the participants were asked to read and sign the informed consent form (See 
Appendix B). The informed consent form included a description of the study, the right of 
refusal, an explanation of risks of potential discomfort (if any), and an opportunity to 
withdraw without penalty. In this group meeting, the residents were informed of the study 
and how their participation would help themselves, as well as other battered women. 
They were reminded that their participation was voluntary and could terminate their 
involvement at any time without affecting their stay at the shelter. They were also told 
that this information was strictly confidential. 
The approximate time for completing this instrument was thirty minutes. This 
process (the distribution of surveys at the end the women’s support group) took place 
every other Monday Wednesday from October to December 1998. The approval for 
research conduct and the reviewing of the IAI was done from September to October. 
Permission for conducting this research was granted by Dakira Walker, Shelter Director 
and Margaret Walden, Women’s Counselor. The participants were also told that should 
any unforeseeable discomfort arise from this study, the women’s counselor Margaret 
Walden would be available to address any of their concerns. The participants were 
reassured that their responses to the questions would be strictly confidential. 
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Analysis of Data 
The KDAI was geared to evaluate the levels of depression associated with the 
frequency and severity of physical aggression. The twenty-four item questionnaire asked 
certain questions that indicated the same (levels of depression and severity and frequency of 
abuse/aggression). After retrieving the inventories, the responses were tallied and the 
processing of the results began. The findings of the KDAI were correlated with the 
frequency and severity of physical aggression and depression among battered women. 
A Bivariate Correlation Procedure was used to analyze the data. This statistical test 
was the most appropriate test for identifying the significant relationships between depression 
and physical aggression. This type of test is for data that is ranked on an 
ordinal level with a Likert-type scale, which coincided with the response format of this 
study. 
This study seeks to determine if a linear relationship between depressive symptoms 
and physical aggression exists. Similarly, this study seeks to conclude if the following 
variables are related to the severity of physical aggression. The variables of interest are age, 
ethnicity, employment, educational level and years of abuse. 
CHAPTER FOUR 
PRESENTATION OF FINDINGS 
The results of this investigation addressed the level of depressive symptomatology 
and the severity of physical aggression among battered women. The first section in this 
chapter presents the demographic data comprised of gender, age, ethnicity, educational 
level, employment status and years of abuse. The next section, section II, embodies the 
hypothesized findings by way of four research questions. 
Section I 
The researcher administered forty questionnaires regarding levels of depressive 
symptoms and the severity of physical aggression. All of the respondents were female, had 
been in an abusive situation and lived a battered woman’s shelter in Metro Atlanta. The 
demographic data are presented in Table 1. The dashes in the table indicate that no 
appropriate data was yielded for that particular variable. 
The ethnicity status, also categorized as race, was broken down into three 
nationalities: African American (Black), Caucasian (White), and Latino. African American 
yielded a percentage of ninety percent, Caucasian, seven and a half percent and Latino two 
and a half percent. The ages of the participants ranged from nineteen to fifty-two, yielding a 
mean age thirty-three. 
The educational level of the respondents was broken down into four sections: 
graduates of High School, graduates of College, did not complete High School, and 
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attended College but did not graduate. The data showed that forty-five graduated from 
High School, ten percent graduated from College, ten percent did not graduate from High 
School and thirty-five attended College but did not graduate. 
Employment status was also divided into two sections: employed and 
unemployed. For unemployed participants the percentage was sixty-five, and for those 
that were employed the percentage was thirty-five. The last demographic section is the 
years of abuse, which yielded a mean of five years. The minimum time of abuse was two 
months and the maximum was twenty-five years. 
Table 1 
Demographics 
VARIABLE NAME MEAN N PERCENTAGES 
AGE 33 - - 
ETHNICITY - - - 
African American - 36 90% 
Caucasian - 3 7.5% 
Latino - 1 2.5% 
EDUCATION - - - 
High School Grads - 18 45% 
College Grads - 4 10% 
Some College - 14 35% 
Non grads ofHS - 4 10% 
EMPLOYMENT - - - 
Unemployed - 26 65% 
Employed - 14 35% 
YRS. OF ABUSE 5 - - 
Table 2 represents the level of depression after leaving the abusive situation and 
residing in the safe house. The depression entity of this study was addressed at the end 
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the inventory which was divided into three categories: More depressed (now away from 
the battering situation and in a shelter), Less depressed, or the Same. The findings show 
that a majority of the sample (seventy-five percent) was less depressed or felt same 




DEPRESSION ENTITY FREQUENCY PERCENTAGES 
More Depressed 1 2.5% 
Less Depressed 30 75.0% 
The Same 9 22.5% 
Section n 
The hypothesis of this study was to determine if there is a direct relationship 
between physical aggression and depressive symptoms among battered women. A 
multiple regression correlation was used to determine the linear relationship between 
physical aggression and depressive symptomatology. A Pearsons r correlation was 
generated. The Pearsons r, correlation coefficient ranges from -1 to +1, with the highest 
degree of significance closest to +1, yielding a significance of .037. However, a 
coefficient of 0.050 is required to accept the null hypothesis. Therefore, the null 
hypothesis is rejected and there is statistical significance in the levels of depressive 
symptoms and the severity of physical aggression. See Table 3, entitled Depressive 
Symptomatolgy and Physical Aggression, and Figure 1, a Scatterplot Correlation. 
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Table 3 
Depressive Symptomatology and Physical Aggression 
VARIABLE SUBJECTS MEAN SQUARE PEARSON R 
Residua] Value 
Depressive Symptomatology 
Question 12 (Part I) 
40 .607 .037 
Physical Aggression 
Question 12 (Part II) 
Multiple Regression, Pearson r 
The following figure shows that there is a low significance in relation to the level of 
depressive symptoms and severity of physical aggression. 
Figure 1 
Scatterplot Correlation of Depressive Symptomatology and Physical Aggression 
Scatterplot Correlation of Depressive 
Symptomatology and Physical Aggression 
QUESTION 12 (2) COMBINATION OF 3 
Rsarsons r Correlation Coefficient of .037 
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The following questions include variables that were tested for the purpose of this 
study. The second question this study sought to examine was does years of abuse dictate 
the severity of physical aggression among battered women? The multiple regression 
yielded a correlation coefficient of .197. For this analysis the coefficient is higher than 
.050, therefore the null hypothesis is accepted at the .050 level of significance. There is 
no statistical significance in the years of abuse as it relates to the severity of physical 
aggression as is shown in Table 4. 
Table 4 
Years of Physical Abuse and Severity of Physical Aggression 
VARIABLE SUBJECTS MEAN SQUARE PEARSON R 
Residual Value 
Years of Abuse 
40 .584 .197 
Severity of Physical 
Aggression - Question 12 (Part II) 
Multiple Regression, Pearson r 
The third research question this study sought to examine was “Are women with 
less education more likely to be involved in a battering relationship?” The multiple 
regression correlation yielded a coefficient of .050, which accepts the null hypothesis 
stating that there is no statistical significant difference in the educational status as it 
relates to the involvement of an abusive relationship. The mean square value was also 
run in the multiple regression correlation. 
These results can be seen in Table 5, which is entitled the Educational Level and 
Physical Aggression Involvement. 
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Table 5 
Educational Level and Physical Aggression Involvement 
PEARSON R 
.050 








Physical Aggression (Question 12 Part II) 
The fourth research question that this study examined was “Are employment and 
ethnicity indicators of physical aggression?” A multiple regression correlation yielded a 
correlation coefficient of r =.083 which also accepted the null hypothesis. This proves that 
there is no significance in the effect that employment and ethnicity has on physical 
aggression. The results are shown in Table 6. 
Table 6 
Employment. Ethnicity, and Physical Aggression 
VARIABLE SUBJECTS MEAN SQUARE Physical Aggression 
Residual Value PEARSON R 
Employment 40 .604 .076 
Ethnicity 40 .608 .021 
In closing, the analysis of the data indicates that there is a relationship between the level 
of depressive symptomatology and the severity of physical aggression among battered 
women. However, other variables such as age, ethnicity, employment status, educational 
level, and years of abuse are not indicative of physical aggression. 
CHAPTER FIVE 
DISCUSSION 
The researcher endeavored in this present study to assess the relationship between 
physical aggression and depressive symptomatology. A Bivariate Correlation was used to 
measure the effectiveness of the relationship between physical aggression and depressive 
symptomatology. A Likert-type scale (with four demographic items, twelve items related to 
physical aggression, twelve items related to depression and one item related to feelings after 
being away from a battering environment) was used to collect the data. 
The study was conducted at the Battered Women’s Shelter under the auspices of the 
Partnership of Against Domestic Violence. Forty subjects completed a post test 
administration of the King Depressive-Aggression Inventory. A review of the literature 
revealed that there is a linear relationship between physical aggression and depressive 
symptomatology. However, this study sought to take the research further by investigating 
variables such as age, education, employment status, ethnicity and years of abuse as it 
related to physical aggression. 
The results indicated that there is some significance in the level depressive symptoms 
and the severity of physical aggression. It was proven that as physical aggression increases 
so does depressive symptoms. However, the other variables which were 
investigated showed that there is no significant difference in the severity of physical 
aggression as it relates to age and ethnicity. Similarly, there was no statistical significant 
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difference in employment status, education or the years of abuse as it relates to physical 
aggression. 
It is noteworthy to include the depression entity in that more than half (seventy-five 
percent) of the respondents reported that they were less depressed because they resided at 
this safe house, and out of the abusive situation. The significance of the level of depression 
and severity of physical aggression suggests that there was a linear relationship. However, it 
was at a lower significance than the literature reported (Cascardi and O’Leary, 1992). A 
comparison could not be made regarding the other variables because previous researchers 
did not consider these variables. On the other hand, the literature laid the foundation to 
bring fourth this study by excluding the variable investigated in this study. 
The research findings related to the level of depressive of Depressive Symptoms and 
Physical Aggression are consistent with the findings of Cascardi and O’Leary (1992) where 
their correlation coefficient was .323 and this study yielded a coefficient of .037. Granted, 
Cascardi and O’Leary’s significance was much greater, but in both studies significance was 
seen to conclude that there is a relationship between physical aggression and depressive 
symptoms. The gap between the two may be relative to the limitations of this study, which 
will be discussed in depth later in this chapter. The ages of the participants in this study and 
Cascardi and O’Leary’s were also quite similar. This study 
had a range of nineteen to fifty-two, while Cascardi and O’Leary’s study yielded a 
range from nineteen to fifty. 
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Limitations and Delimitations 
In all studies there are limitations and delimitations. However, it is imperative that 
these limitations and delimitations are mentioned so that the results of the study can be fully 
understood. These limitations and delimitations are sometimes the causes of negative results 
or low significance. Delimitations imply limitations on the research that the researcher 
deliberately imposed. These delimitations usually restrict the populations to which the 
results of the study can be generalized. 
The results of this study may have been affected by the lack of research done on this 
particular concept. The study of psychological abuse in abusive relationship is still in its 
infancy. There is no systematic, empirical documentation to currently substantiate any 
relationship between types of emotional abuse and patterns of physical violence. The 
current information on this subject is fragmented. It was expected that there would be a 
drastic significance in the relationship between depressive symptoms and physical 
aggression. 
Contrarily, these findings did not occur; it is possible that the time frame may have 
been a factor. The testing frame probably wasn’t long enough, therefore, the expected 
significance was not seen. Secondly, external forces have to be considered. The inability 
(of the participants) to participate in desired extracurricular activities may affect the level of 
depression within this population. 
For instance, to ensure safety, the participants (and all residents) have curfews, rules 
and mandatory meetings, or groups, that they may not want to participate in or go 
to. This restriction may be added to the level of depression among these battered women. 
Characteristics in the sitting room (setting) could have had some impact on the results. 
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Extraneous variables such as lighting, noise levels (of non-participating residents 
still present in the shelter), the physical and mental state of the participants, the attention 
span and actual willingness to complete the survey must be considered in analyzing the 
data and considering the significance. 
Lastly, there is always the possibility of the misunderstanding of the questions. It 
is possible that the participants did not understand the questions, which could veiy well 
sway the results to the negative side of the spectrum. One possible delimitation for this 
study was that the population consisted of females only, not allowing this study to be 
generalized to battered men or homosexual (male) couples. Another delimitation was that 
only one site was used. There is a probability that the significance could have been greater 
if additional sites were used. 
Suggested Research Objective 
The researcher primarily suggests that a different form of. instrumentation be used in 
the data gathering process. For example, an in depth interview should be set up with 
battered women as opposed to a questionnaire or survey. Battered women may be 
inclined to answer haphazardly, or hurriedly which would sway the skewness of the 
results. Also an interview may yield more positive results and yield a more fruitful study. 
The researcher also suggests that a more in depth study is needed on a wider scale 
encompassing higher officials on a national level. Domestic violence is often considered 
a taboo issue and violence is therefore kept silent. The researcher suggests that more 
emphasis be placed on the dissemination of information about the dangers, and secrecy 
that evolves from domestic violence situations. 
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More attention needs to be given to educational programs, and agencies that 
disperse information to take the stigmatic air off of the Domestic violence epidemic. 
In turn, this will heighten the awareness of Domestic violence, enhance the knowledge 
of the individual regarding the warning signs and will bring about prevention methods to 
stop Domestic violence. 
CHAPTER SEX 
IMPLICATIONS FOR SOCIAL WORK PRACTICE 
Social workers are advocates for the poor, disadvantaged, disenfranchised, and 
oppressed people. Social workers domain has steadily expanded, and social workers serve 
in such diverse settings as governmental agencies, schools, health care centers, family and 
child welfare agencies, mental health centers, business and industry, correctional settings 
and private practice. Social workers assists people of all ages, races, ethnic groups, socio¬ 
economic levels, religious, sexual orientations and abilities. 
The purpose of social work is for practitioners to be willing to assume responsibilities 
and engage in actions that go beyond the functions of specific social agencies and their 
designated individual roles as staff members. In pursuit of this purpose, social workers 
perform preventive, restorative and remedial functions. Prevention involves the timely 
provision of services to vulnerable persons, promoting social functioning before problems 
develop and includes progress and activities. 
In the case of the battered women in this study, preventing the initial battering incident 
is not possible; however, preventing subsequent acts of violence can be accomplished by 
educating battered women on warning signs and the overall cycle of violence. Restoration 
is aimed at assisting clients in the compensation of functioning that has been impaired 
by physical or mental difficulties. This is synchronistic to the focus of Social Workers or 




already experienced a dangerous situation by the time they come in contact with a 
social worker; therefore, restoration is the step where the healing process starts. The 
mental and emotional impairment caused by the physical aggression can be alleviated. 
The third, and final, function of a social worker is remediation, which entails the 
elimination, or amelioration, of existing social problems. Clients in need of remedial 
services form the largest group served by social workers. Battered women are inevitably in 
need of the amelioration of social problems. Social problems are eliminated through the 
removal of the battering situation. They can then be involved in the rebuilding and/or 
reconstruction of their self-esteem, self-worth and self-awareness. 
All of these tactics welcome the enhancement of social functioning. Enhancing 
social functioning involves addressing common human needs that must be adequately met to 
enable individuals to achieve a reasonable degree of fulfillment and to function as 
productive and constructive members of society. 
The enhancement of social functioning is in accordance with the ecological 
perspective, in which social workers match and rematch resources with the needs of clients 
to increase the “goodness of fit” between them, largely by harnessing potential provider 
systems to perform this function. This framework creates a dynamic interaction between the 
individual and society. This method of practice promotes flexibility necessary to solve 
complex problems such as Domestic violence. 
Significant outcomes could prevail if social workers would practice their 
knowledge by working autonomously to reveal their roles of counselor/therapist, 
educator/consultant, advocate, and mediator. In doing this they must also be inspired and 
focused even if failure and lack of support is prevalent. 
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As mentioned previously, Domestic violence is an issue that is usually kept 
secretive, and the outward exposure will usually decompose by those that are abused. 
Therefore the Social workers need to implement their role as advocates and bring this 
taboo issue to the forefront which may bring about the uniting of the people in these 
abusive situations. This will, in turn, stop the cycle and existence of Domestic violence. 
There is a need to develop a service labyrinth, which includes a variety of services 
to assist individuals by making counseling sessions accessible to the victims and to their 
family members. Working with such persons with such devastating set of circumstances 
demands the diligence, commitment, compassion and professionalism to assist them in 
achieving meaning in and dignity to their lives. 
The researcher hopes that some of the stigmatization, and judgmental 
preconceptions, held about victims of Domestic violence will prompt social workers to 
reduce the negative impact on the victims, and help the society, as a whole, to learn about 
this epidemic and encourage them to lend a helping hand, not a hurting one. 
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APPENDIX A: THE KING DEPRESSIVE-AGGRESSION INVENTORY 
Purpose: The purpose of this inventory is to determine the frequency and severity of 
depressive symtomatology and physical aggression. 
Directions: Circle the response that best answers the questions, using the key located 
at the end of this questionnaire. 
AGE  RACE  YEARS OF ABUSE  
EDUCATION LEVEL {highest level completed) EMPLOYMENT STATUS  
1. How often do you think about sad things 
in a one week period 1 (0-1) 2 (2-3) 3 (4-5) 4 (6 +) 
2. How often do you think positive things about 
yourself in a one week period 
3. How many sound decisions do you make in a 
one week period 
4. How many choices do you make regarding your 
life in a one week period 
5. How often do you cry excessively in a one week 
period 
6. How often do you say “ I hate myself’ or other 
negative things about yourself 
7. How often do you experience a loss of pleasure 
in things you once enjoyed 
8. How often do you just want to bury your head under 
the pillow or stay in bed all day 
9. How often do find it hard to think or concentrate 
clearly 
10. How often have you thought about killing yourself 
(and had a plan thought out) 
11. How often have you wanted to give up on everything 12 3 4 
12. How many times have a combination of at least 3 
of the above actions occurred in a one week period 12 3 4 
KEY 
1=0-1 time in a one week period 3 = 4-5 times in a one week period 
2 = 2-3 times in a one week period 4 = 6 or more times in a one week period 
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PART II - The King Depressive-Aggression Inventory (Continued) 
1(0-1) 2 (2-3) 3 (4-5) 4 (6+) 
1. How many times have you been restrained (but not 
actually hit) in a one week period 
2. How many times have you been locked out of 
the house or apartment in a one week period 
3. How many times have you been yelled at harshly 
in a one week period 
4. How many times have you been shoved 
in a one week period 
5. How many times have you been punched in a 
one week period 
6. How many times have you been kicked in a 
one week period 
7. How many times have you been slapped in a 
in a one week period 
8. How many times have you been bitten in a one 
week period 
9. How many times have you had things thrown at 
you in a one week period 
10. How many times have you been cut in a 
one week period (with a sharp object) 
11. How many times were you burned in 
in a one week period (cigarette, iron, etc). 
12. How many times have a combination of at least 3 
of the above acts occurred in a one week period 
1 
HOW DO YOU FEEL NOW THAT YOU ARE AT THE SHELTER AND AWAY FROM YOUR 
BATTERER? MORE DEPRESSED LESS DEPRESSED THE SAME 
KEY 
1 = 0- 1 time in a one week period 3 = 4-5 times in a one week period 
2 = 2—3 times in a one week period 4 = 6 or more times in a one week period 
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APPENDIX B: INFORMED CONSENT FORM FOR PARTICPATION IN 
RESEARCH PROJECT 
This study considers the relationship between physical aggression and depressive 
symtomatology. It is performed as a partial fulfillment of the requirements for the 
researcher’s Masters degree in Social Work at Clark Atlanta University of Atlanta 
Georgia. 
There are no foreseeable risks with this research. However, if any discomfort should 
arise regarding material addressed in this study, participants can speak to their 
counselor here at the shelter to ask questions or discuss any feelings. A more complete 
statement of the nature and purpose of the research will be available when the data 
collection is completed. 
I agree to participate in this research project and I understand that: 
1. Hie time required for this study is about 30 minutes. 
2. The nature of my participation includes completing a two-part inventory that 
includes some demographic questions. 
3. My participation is entirely voluntary. I may terminate my involvement at any 
time without penalty. 
4. All of my data will be kept confidential. 
5. All data collected is for research purposes only and will not affect my stay here at 
the shelter in any way. 
6. If I have any questions about the research or need to talk to the researcher after my 
participation in the study, I can contact the researcher by calling 
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